with Horner's (1958) findings that more than 90 Y. of operations for diverticulitis were performed because the inflammatory process involved the sigmoid. SgmO . In patients destined to develop colonic diverticula, the extent of involvement lengthwise in the colon seemed to be determined early in the course of the disease. It was unusual for a patient with well-established distal disease to have progression to total colonic involvement at a later date. Acute exacerbations: One or more recurrent acute episodes requiring readmission to hospital occurred in 25 Y. of patients whose first attack was treated conservatively. It is likely that exacerbations will also occur in some of the remaining patients during their lifetime. Colcock (1958) reckoned that 45 Y. of patients who had one attack would have a recurrence, and others quo'te similar figures.
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More than half the patients who had a definite recurrent episode of severe symptoms continued to complain of intermittent symptoms on followup and futher acute episodes were not uncommon.
Follow-up assessment: At the time of final followup 40% of the medically managed patients complained of symptoms of an intermittent nature and, as mentioned above, the proportion was higher in those who had had acute exacerbations. Greene (1957) reckoned that if the first attack subsides without complication, about one-third of patients will have no further trouble while the remainder will have some symptoms.
Of surgically treated patients, one-third had complaints at final follow up. These included patients with permanent colostomies and others in whom resection was not undertaken. Mild symptoms were not uncommon following resection whether all the diverticular segment had been removed or not. Post-anal pilonidal disease was originally thought to be of congenital origin but is now widely regarded as acquired, and this theory is based on the formation of a sinus by penetration of the skin by hair. The latter theory does not account for certain findings in this disease. Nearly 30 % of pilonidal sinuses occur in relatively hairless women and many apparently contain no hair at all; 90 % of secondary tracking occurs from the midline sinus in a cephalad or lateral and cephalad direction which would not necessarily occur by chance.
The origin of a pilonidal sinus is in a pit lying in the midline of the natal cleft. It is the origin of these midline pits that is the crux of the question. A suggestion was made by Hueston (1953) and by Palmer (1959) that these primary pits might be pilosebaceous follicles.
In the cases of pilonidal disease where there have been uninfected sinuses, sebaceous material has been seen to come from some of the pits and this has led to further clinical observations. Hair direction charts: The direction of hair follicles in the natal cleft area has been observed and recorded on a chart. The normal hair distribution is a ring around the anus; some hairs point upwards above the anus into the natal cleft and above there is a change in direction of the hair which then points downwards into the cleft. The hair points downwards and inwards from above towards the cleft.
Observations were made in patients in whom secondary tracking had occurred. This was in three main directions, cephalad, lateral and cephalad, and towards the anus. In every case observed the secondary tracking was in the line of the hair follicles.
Measurements were made demonstrating that the site of the sinus, when there was cephalad tracking, was 3 inches (8 cm) from the anus, whereas the site of the change in the direction of the hair follicles was at 21 inches (6 cm) from the anus. When there was caudal tracking the site of the sinus was 1 inches (4 5 cm) from the anus.
There were no cases of tracking in which it ran in an opposite direction to the hair follicles, thus supporting a theory that the primary pit in pilonidal disease is a pilosebaceous follicle from which the hair has been shed.
The opening up of a pilosebaceoiis follicle: In the special situation of the natal cleft it was demonstrated theoretically and by observation that the mouth of a follicle will remain open because of the lateral traction of the buttocks which occurs particularly when sitting; thus foreign material and hair can enter the follicle which becomes the primary pit. A suction effect is created and this has been shown clinically by Brearly (1955).
The site ofthe primary pit and mobility ofthe natal cleft: The pit must lie in a cleft at the place where it is most firmly anchored down and there is least mobility. It was demonstrated that the site of the primary pits was at a distance of 3 inches (8 cm) from the anus and that it is at this point in the cleft that there is the least mobility, with the crease most firmly anchored to the sacral fascia.
It was shown, in men with no evidence of a pilonidal sinus, that the mobility of the natal cleft was statistically significantly less than in women. When the mobility was studied in children under the age of 10 years, no difference could be detected between the sexes. Differential diagnosis: Other conditions seen in this area include hydradenitis suppurativa, congenital sacral pits which have a shelving edge and which occasionally become infected, and intertrigo with a granulomatous longitudinal ulcer.
Summary
The theory advanced in this paper that theprimary pit in post-anal pilonidal disease is a pilosebaceous follicle has been drawn from a study of 112 cases. This etiology is supported by the demonstration that all secondary sinuses track exactly in the direction of the existing hair follicles. Futhermore, the site of the primary sinus pit is at the point of least mobility in the natal cleft where a pilosebaceous follicle would open up and this mechanism has been shown. The difference in the mobility of the natal cleft would account for the sex difference found in post-natal pilonidal disease in adults. No differences in the mobility of the natal cleft were found in children under the age at which pilonidal disease occurs.
Formation of a pilonidal sinus does not rely on the penetration of intact skin by hair, hence the absence of hair in many sinuses. The pilosebaceous primary pit is the starting point ofthe disease which becomes manifest due to the secondary factors of activity of the follicles after puberty, intertrigo, poor hygiene, sweating, the lateral traction of fat buttocks and the presence of hair as a foreign body.
[A fuller account of this work will appear elsewhere.] In a typical case of Hirschsprung's disease an undilated aganglionic segment of distal bowel is found in association with a secondary megacolon. Although the absence of ganglia is generally regarded as the primary lesion it is difficult to believe that this alone is responsible for the contracted appearance and obstructive effect of the distal bowel when the following points are considered: (1) Hirschsprung's disease presents clinically in ways which vary from severe intestinal obstruction to chronic constipation, even though the lengths of aganglionic bowel in the different patients may be similar. (2) Although normal peristalsis is absent in aganglionic bowel, vigorous uncoordinated contractions do occur and these can be stopped by the administration of a low spinal anesthetic (Ehrenpreis 1946 , Bodian et al. 1949 . (3) When myenteric ganglion cells are destroyed, as in Chagas' disease, the bowel becomes dilated rather than undilated as in congenital aganglionosis (Ferreira-Santos 1961).
Histochemistry
To try to identify factors that might explain these points, the distribution of cholinergic and adrenergic autonomic nerves was studied within the muscle layers of colon and rectum from 19 chilaren with Hirschsprung's disease. The ages ranged from 3 months to 3 years. Segments of bowel removed from children with unrelated conditions were used as normal controls.
Adrenergic nerves were examined by the catecholamine fluorescence technique and 'cholinergic' nerves by staining for cholinesterase. Details have been published (Garrett et al. 1969) .
In normal colon and rectum fluorescent adrenergic nerves were found mainly within the ganglia of the plexuses of Auerbach and Meissner, and only a few were present within the muscle layers. The ganglion cells, however, showed no catecholamine fluorescence. These appearances are similar to those found in human adults by Baumgarten (1967) . In Hirschsprung's disease variable numbers of adrenergic nerves were present in aganglionic bowel but, in contrast to normal, they were distributed throughout the muscle layers. Where ganglia were first seen, at the upper end of the aganglionic segment, the usual periganglionic arrangement of adrenergic fibres was present.
